The diarrhoea is of the type typically associated with diabetic autonomic neuropathy. The response to antibiotics supports the association though the mechanisms are not elucidated (Whalen et al. 1969) .
Impotence and impaired sweating response to heating are commonly seen in autonomic neuropathy. Bladder function is frequently abnormal (Fagerberg et al. 1967 ) but has not been investigated in the absence of symptoms in our patient.
The association of anorexia, nausea and increased gastric residue with autonomic neuropathic bowel symptoms in diabetes has been likened to the result of vagotomy without drainage operation (Hodges et al. 1947) ; but most patients showing evidence of gastric neuropathy have few symptoms (Zitomer et al. 1968 ). Our patient's vomiting has not recurred since contin-uous administration of antibiotics (and 9-alphafluoro hydrocortisone).
It is notable that, despite incapacitating autonomic neuropathy, our patient has no proteinuria, a few microaneurysms only, no symptoms of peripheral neuropathy and reduced ankle jerks as the only physical sign. Mrs J F, aged 32. Housewife History: Migraine for ten years. April 1969: in her second pregnancy, she was treated for 'preeclampsia' with amylobarbitone. Hypertension persisted, and five days post partum she had a convulsion. Oliguria developed: urine osmolality 600, plasma 230 mOsm/kg; plasma sodium 113 mEq/l, chloride 84 mEq/l. EEG showed some paroxysmal activity. She improved spontaneously, and was discharged.
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A diagnosis of migraine-epilepsy syndrome was made and she was treated with ergotamine. She started taking an oral contraceptive. Because of depression and anxiety she was treated at various times with imipramine, chlordiazepoxide, chlorpromazine, amitriptyline and diazepam.
18.12.69: At her request abdominal sterilization was performed. Blood pressure fell postoperatively to 60 mmHg systolic, and she was given Macrodex and blood. Intermittent severe abdominal pain and electrolyte imbalance suggested paralytic ileus. She developed fever (100°F, 38°C), tachycardia (120/min), profuse sweating, oliguria. On 25.12.69, blood pressure was 190/145, plasma sodium 122 mEq/l, chloride 81 mEq/l. The next day she had a convulsion. Low plasma sodium and chloride, accompanied post partum by low plasma osmolality, suggested inappropriate antidiuretic hormone (ADH) secretion. All known causes of this could be ruled out except acute porphyria. Urine tested for porphobilinogen was strongly positive. Chlorpromazine (Dean 1967) Phenylbutazone (Granick 1966) Chloral hydrate (Chisolm 1969) Reserpine (Granick 1966) Paraldehyde (Goldberg 1963) Dicoumarol (Granick 1966) Morphine (Dean 1967) Pethidine (Dean 1967) Methadone (Goldberg 1963) Aspirin (Tschudy 1969) Mefenamic acid (Dean 1967) Penicillin (Tschudy 1969) ? Propoxyphene (Tschudy 1969) She remained unconscious for forty-eight hours and was given chlorpromazine and Hycal. She then suffered, in the following order, intermittent abdominal and lumbar pain and tenderness; apathy; frightening hallucinations; symptomatic postural hypotension; diminished sensation and power in left arm; and migraine which was treated with promazine and dihydrocodeine, and more recently mefenamic acid. Since discharge on 16.1.70 she has gradually returned to normal affected male * affected female L!N biochemically proved normal male X possibly affected male X deceased male ealth, apart from one episode of severe anxietyepression when treated with dihydroergotamine. )iscussion his patient had most of the symptoms and igns of acute porphyria; but her predominant ianifestations were tachycardia, which occurs in 0% of acute attacks (Chisolm 1969) , hyper-,nsion (55 %), pyrexia (40 %), hypochloraemia 50 %), hyponatrwmia (20%) and convulsions 10%). Porphyria variegata was diagnosed by finding rossly increased urinary and fiecal uroporhyrin, with moderately increased coproporhyrin (Table 1) : this ratio is reversedin ereditary coproporphyria. Clinical confirmation ime with the discovery of skin sensitivity in ffected relatives (see Fig 1) . With one exception -onnon & Turkington 1968), acute systemic ttacks, which are commoner in females (Chisolm 969) , and skin sensitivity, commoner in males, occur together only in porphyria variegata. Skin in areas exposed to sunlight develops bullw or erosions after minor trauma (Eales 1963) . It is possible that all acute attacks are precipitated by chemical compounds, either endogenous or exogenous (Kappas et al. 1969 ; see Tables 2 and   3 ).
Attempts at definitive treatment have failed (Goldberg 1963 , 1968 , Wetterberg 1970 , Flacks 1970 , but a high carbohydrate intake is important in both treatment and prophylaxis (Goldberg 1968) , fluid restriction is necessary if there is evidence of inappropriate ADH secretion (Chisolm 1969) , and artificial respiration must be considered early. History: For three to five years she had had small blue lumps on forearms, wrists and dorsum of hands. Some but not all the lumps were painful to touch. One on the right forearm had recently appeared, was very tender and spontaneously painful, especially at night.
Multiple Glomus Tumours
On examination: There were 20-25 lesions, varying in size from 2 mm to 1 cm diameter. They were subcutaneous, mobile from side to side, and some were tender. The most recent one appeared vascular. No subungual lesions. General examination normal.
Histology: Two painful tumours were excised and had the typical histology of glomus tumours: solid masses of glomus cells, surrounding mucoid material with intermingled connective tissue and thick-walled blood vessels. Non-medullated nerve fibres were shown by silver stain.
Comment
Multiple glomus tumours are a rarity. The lesions are usually subcutaneous and, when few, are confined to a distal site on a limb. In some cases there have been subcutaneous tumours over trunk, arms and legs. A single case of intraosseous glomus tumours and 2 cases of glomus tumours beneath deep fascia have also been described (Bergstrand 1937 , Rowntree 1952 .
This patient had both painful and painless glomus tumours (see Weidman & Wise 1937 , Slepyan 1944 , Eyster & Montgomery 1950 . The more cellular tumours may be the more painful (Slepyan 1944) . In the present case the two most painful tumours resembled the typical cellular histology of the more common solitary painful glomus tumour.
The etiology of multiple glomus tumours is obscure. Familial cases have been reported, suggesting a dominant inheritance (Touraine et al. 1935 , Gorlin et al. 1960 , Hueston 1961 . A son of our patient has a clinically similar tumour on his left forearm. Laymon & Peterson (1965) speculated that the level of circulating cestrogens was important in the development of multiple glomus tumours, as they observed a case in which glomus tumours only evolved during successive pregnancies. This seems unlikely to apply in general, as more cases have been described in males. The age of onset has been too variable to provide clues to etiology. Treatment consists of simple removal of painful or cosmetically distressing lesions. Occasional local recurrence in the scar has been found, but no case of malignant change reported. Where diagnosis has been difficult due to a subfascial siting, limb sympathectomy and later laminectomy with posterior root section did not completely relieve the pain of the glomus tumours (Bergstrand 1937) .
